nurse within 48 hours of the incident. Abusive incidents resulted from 55 different patients and 11 visitors. Verbal abuse accounted for 42 incidents (41%) and 60 (59%) involved physical abuse. Two thirds of the abuse occurred on psychiatric wards, 20% on inpatient wards, and 13% in other settings. Overall, twice as many abusive incidents were inflicted by males as females. Cognitive impairment accounted for 19% of the incidents and one abuser was intoxicated at the time. Rule enforcement precipitated abuse in 70% of incidents. Researchers concluded that reviewing rules that apply to patients, how HCWs are trained to enforce rules, how to respond when service requested cannot be provided promptly, and how HCWs can protect themselves when performing a service were important elements in the prevention of staff abuse.
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nurse within 48 hours of the incident. Abusive incidents resulted from 55 different patients and 11 visitors. Verbal abuse accounted for 42 incidents (41%) and 60 (59%) involved physical abuse. Two thirds of the abuse occurred on psychiatric wards, 20% on inpatient wards, and 13% in other settings. Overall, twice as many abusive incidents were inflicted by males as females. Cognitive impairment accounted for 19% of the incidents and one abuser was intoxicated at the time. Rule enforcement precipitated abuse in 70% of incidents. Researchers concluded that reviewing rules that apply to patients, how HCWs are trained to enforce rules, how to respond when service requested cannot be provided promptly, and how HCWs can protect themselves when performing a service were important elements in the prevention of staff abuse. O ver a decade ago, the World Health Organization identified assaults by patients as a major concern for health care workers (HCWs) (World Health Organization, 1983) . The rapid change in the organization of the health care sector has again brought this issue to the forefront and it is Widely agreed that abuse of nurses and other HCWs is increasing (Graydon, 1994; Hansen, 1996; Lipscomb, 1992) .
In psychiatric facilities in the United States, it has been reported that 42% to 100% of nurses, psychiatrists, and other therapists have experienced at least one assault during their careers (Bernstein, 1981; Lanza, 1983 Lanza, , 1985 Madden, 1976; Poster, 1989) . In Great Britain, Larkin AAOHNJOURNAL (1988) reported 37% of patients in a psychiatric hospital engaged in assaultive behavior. However, abuse is not restricted to psychiatric units. Lavoie (1988) investigated 127 emergency departments of large teaching hospitals in the United States. Forty-three percent reported at least one physical attack on a medical staff member per month; 7% of the attacks were fatal. Conn (1983) noted that violence in the emergency department often shifts into the hospital when the patient is admitted. This resulted in abuse not only on psychiatric units, but on medical, surgical, maternity, and even pediatric units. Cox (1987) reported 82% of 1,000 nurses surveyed in Texas experienced multiple instances of verbal abuse.
Canadian studies have investigated nurse abuse. In Ontario, a survey of nurses indicated that 59% had been physically assaulted at least once in their careers and 35% had been assaulted in the previous 12 months (Psychiatric Nurses Interest Group, 1992) . Pekrul (1993) reported that 54% of nurses incurred physical abuse in the previous 12 months, 81% experienced verbal abuse, and 39% reported sexual abuse. Patients were the perpetrators in 75% of incidents. Britt (1992) found the number of accepted workers compensation claims from nurses injured through violence increased by 93% between 1984 and 1988. Graydon (1994) showed that 33% of nurses working in three large urban hospitals had experienced some form of abuse in the 5 working days prior to being surveyed. Patients and patients' families were the most frequent abusers.
An Ontario government report identified that 100 to 131 lost time workers' compensation claims per year were from nurses who had experienced acts of violence. Five permanent disability claims occured in the previous 3 years (Liss, 1994) . In Manitoba, a survey found that physical attacks by patients were reported by 25% to 52% of nurses in hospital settings and up to 14% in community health care environments. Attempts at physical harm, actual physical attack, as well as verbal threats were highest in acute care (Manitoba Association of Registered Nurses, 1989) .
A retrospective study of the nature and extent of abusive injuries in a large urban hospital in Winnipeg, Manitoba confirmed that abuse is prevalent and costly (Yassi, 1994) . During a 2 year time period, there were 242 reported staff abuse incidents in a work force with approximately 6,250 employees (over 12,500,000 paid hours). Psychiatric nurses had the highest rate of reported abusive injuries among nurses (6.5 per 100,000 paid hours), followed by nurses on medical wards (4.2 per 100,000 paid hours). However, security guards had the highest overall rate (16.8 per 100,000 paid hours) with over half of the guards reporting at least one abuse injury during that period.
It has been difficult to determine the exact magnitude and effect of abuse on HCWs because of incident underreporting (Lipscomb, 1992) . Graydon (1994) found that less than half of nurses who experienced abuse reported it to their immediate supervisors. Reasons for not filing an incident report have been attributed to staff expecting disruptive and assaultive behavior, particularly OCTOBER 1998, VOL. 46, NO.1 0 from elderly or cognitively impaired patients (Lanza, 1992; Winger, 1987) . Indeed, Lanza (1985 Lanza ( , 1992 found that a pervasive attitude of being assaulted on the job should be expected in nursing and reporting an incident is a tacit admission of performance failure. Werner (1983) observed the relationship between HCW and patient could influence whether or not an abusive incident is reported. Contributing to underreporting is the staff's impression that of nothing will be done about it by hospital administration (Graydon, 1994; Poster, 1989) .
Strategies for the management of HCW abuse, including the need to perform a hazard analysis of the facility have been proposed by Bernstein (1981) , Burgess (1994) , Graydon (1994) , Hansen (1996) , Katz (1990) , Lanza (1992) , and Liss (1994) .
A study with the following objectives was undertaken at the Winnipeg Health Sciences Centre to develop strategies for reducing the incidence and severity of abuse incidents: • To ascertain the perception of managers related to staff abuse on their units. • To document the events and circumstances associated with the abuse incident • To characterize the perpetrators of abuse towards HCWs, • To profile the perception and recommendations of the abused HCW.
The term "staff abuse" was defined as: Only incidents of stafff abuse by patients or visitors were investigated. Abuse of staff by fellow staff was excluded.
METHODS

Survey of Unit Managers
A list of risk factors and precipitating factors was derived from a review of the literature (Carmel, 1989; Larkin, 1988; Lion, 1981; Jones, 1985) and used to develop a questionnaire sent to all 63 unit managers at the Winnipeg Health Sciences Centre. Respondents were asked to provide open ended responses to questions about their perception of potential risk factors and of events associated with staff abuse on their wards. Themes were identified from the responses and the frequency in which these themes appeared was calculated.
Prospective Study
A 3 month prospective data collection period (March 1996 to May 1996 was defined. Several weeks prior to the commencement of the study, posters were placed on abuser, and demographic information about the staff member. In addition, respondents were asked to describe in their own words what they considered to be risk factors of the abuser, what they believed precipitated the event, and what suggestions they had for preventing abuse.
A qualitative analysis of the open ended questions was conducted in which key words were identified to permit further coding of the questionnaire. This allowed variables to be redefined for in-depth quantitative analysis. Frequency distributions were determined for all questionnaire responses. Bivariate analyses were conducted for questionnaire responses by type of abuse (either physical or verbal) and by unit of the hospital on which abuse was reported. The chi-square test determined statistical significance of associations with the level of significance present at p<.05. Statistical Analysis System version 6.12 software was used for all analyses.
Risk Factors/Characteristics of Abuse Perpetrators
Cognitive impairment 16
Substance abuse 13
Family stress, anger; frustration 11
Imposing rules/policies includingchild protection actions 11
Situations Precipitating Abuse as Perceived by Managers
Rule enforcement including child protection actions 13
Confused by alcohol or substance abuse 11
Distressed family 10
Unmet expectations of service 9
Type of clientele 6
Waiting 5
Treatment 4
AJll npatient Child Units Psychiatry
Adolescent Psychiatry
Adult Ambulatory Psychiatry
Care, other all wards and in the nursing newsletter to advise HCWs an abuse study was begnining. In addition, they were encouraged to contact the research nurse when an abuse incident occured regardless of whether or not they filed a formal incident report. The name and telephone number of the research nurse was given along with the information that all contacts would be held in confidence. All HCWs who reported abuse incidents by way of telephone contact to the research nurse and/or by filing an incident report during the study period were interviewed by the research nurse as soon as possible after the event. Interviews were conducted in a private office. HCWs were advised they had the right to refuse to participate in the study. All HCWs who reported abuse incidents consented to be interviewed. During the interview, a standardized questionnaire consisting of both closed and open ended questions was administered "face to face" to obtain the abused HCW's timely description of the characteristics of the abuser, as well as of events and circumstances precipitating the abuse. The questionnaire consisted of four sections designed to capture information about the event, the demographics of the patient, the characteristics of the 486
RESULTS
Perceptions of Unit Managers
Responses were received from 51 (81%) of the unit managers. Only eight managers denied that staff abuse was a problem on their unit. Table 1 shows that the most frequently cited risk factor identified as characteristic of a perpetrator of abuse was cognitive impairment with the second being substance abuse. With respect to situations precipitating abuse, the most frequently cited had to do with rule enforcement.
Prospective Study
The Abuse Event. During the 3 month period of the study, 102 incidents of staff abuse were reported by 67 different HCWs and relating to 52 different patients. Five incidents were perpetrated by visitors unrelated to a specific patient.
The Figure shows there were 42 verbal abuse incidents, accounting for less than half (41.2%) of all reported incidents. An element of physical abuse was present in 60 (58.8%) incidents. Incidents involving both physical and verbal abuse were considered as physical abuse events in subsequent analyses. Of the 60 physical abuse units, rule enforcement was indicated in all but 1 of the total 51 incidents, whereas on inpatient units and in other settings it appears to have been less of a factor. Along with "rule enforcement," "conflict in progress" was a frequent coexisting factor in 43 of the 51 child and adolescent psychiatry unit incidents. Precipitating reasons related to staffing patterns or patient status were rarely reported on child or adolescent psychiatry units, but were reported on inpatient units and other settings. Similarly, when the 42 verbal abuse incidents were examined, it was found that 85.7% were identified as precipitated primarily by rule enforcement. Conflict in progress was a coexisting factor in 26 of the incidents.
The HCWs who reported the abuse were asked to determine if they perceived it to be directed at them personally, at them as a representative of health care staff, or if it was a random act. In 16.7% of incidents, HCWs believed they were being abused personally. Nearly 53% of the incidents were interpreted as abuse towards a representative of the health care. systemlhealth care staff, while 30.4% were considered random. Random abuse was most frequent in child psychiatry, least frequent in adolescent psychiatry, and was equally likely to be verbal or physical in nature.
Characteristics of the Abuser. Of the 52 patients involved in abuse incidents, 73% were involved in only one incident during this 3 month period. Fifteen percent were involved in two and 12% were involved in three or more. Three of the patients were involved in 8, 10, and 12 incidents, respectively. Of the 102 perpetrations of abuse, 75 (73.5%) incidents involved a patient previously identified as posing a risk to abuse. The identified potential to abuse was significantly greater (p<.OOI) on psychiatry units. Only 10 of the 18 (55.6%) patients on inpatient wards who abused, and 4 of 10 (40%) of the ambulatory care patients who abused were previously identified as posing a risk. Twenty-three percent of the abusers were deemed to have been affected by the stress Overall, 52% of the abuse incidents occured in the patient's own (combined private or shared) room. This ranged from a high of 69% in child psychiatry to a low of 41% in adolescent psychiatry. All but two of the incidents occured on the unit on which the patient resided.
Striking differences occured in the risk of abuse by time of day and day of week. The time of highest risk for abuse was the evening hours between 8:00 p.m. and midnight. Close to one third (32 [31.4%]) of all abuse incidents occurred during this 4 hour time period with the majority of these incidents (17) occurring on child psychiatry units. Interestingly, 77% of adolescent psychiatry incidents occured during the work day, 8 a.m. to 4 p.m. The day of week of least risk was Sunday and only 22 (21.5%) of all abuse incidents occured on weekend days. Physical abuse was also least frequent on the weekend. In adolescent psychiatry, twice as many abuse incidents occured on Monday compared with the weekend days combined.
Understanding what was occurring at the time of or immediately before the incident began is important in planning prevention. Nonetheless, in 61 (59.8%) incidents (both for verbal and physical abuse), no antecedent "event" was identified (see Table 2 ). For those situations in which a pre-event factor was identified, the majority of physical abuse incidents (26.7%) occured while service of some sort was being provided. In contrast, 23.8% of verbal abuse incidents occurred when a service had been requested but was not being provided.
Differences existed in antecedent event according to the unit on which the abuse occurred (see Table 3 ). A much smaller percentage of the abuse incidents had an identifiable antecedent event on psychiatric units than on other units. This was particularly evident on adolescent and child psychiatry units where 13.7% and 24.1% incidents, respectively, had identifiable antecedent events. On inpatient units, the majority (40%) of abuse incidents occurred when a service was being provided (see Figure) .
When the behavior of the patient prior to the abuse event was examined fully, 84.3% of the incidents were considered by the HCW as "expected" and based on the perception that the patient was agitated before the event occurred. The abuse characterized as unexpected in only 15.7% of incidents. However, significant differences occurred by unit. All 29 child psychiatry events were deemed expected, while only 14 of the 20 (70%) events occuring on inpatient units were expected.
In addition to agitated behavior, precipitating reasons were recognized in 91% of all incidents. "Refusal to follow rules" was identified as the primary reason in 27 incidents and was a contributing factor in another 58 incidents. Thus, rules of behavior on the unit or the way in which these rules were enforced were implicated in 85 of all 102 incidents. On child and adolescent psychiatry 
Pre-Event Factors by Unit on Which Abuse Was Reported
Pre-Event Factors
All Inpatient 102 of illness overall, while 1 (5.6%) of the adolescent psychiatry abusers was deemed affected by the stress of illness .
. One aim of the study was to determine if most of the abusers were cognitively impaired or under the influence of alcohol or other mind altering substances. Cognitive impairment, hypothesized to be associated with a large proportion of abuse in the hospital, was implicated in 19% of the abuse incidents. Three (7.5%) verbal and 15 (26.3%) physical abuse incidents were perpetrated by cognitively impaired patients. Abuse by cognitively impaired patients was significantly more likely to be physical rather than verbal in nature. Half of the cognitively impaired abusers were inpatients (9/18). Four of these were in adult psychiatry. 1\vo of the abuse incidents (one verbal, one physical) occurred from an individual who was deemed an alcohol abuser ; one was from a drug abuser. Thus, 3 (2.9%) of the abuse incidents were inflicted by perpetrators known to be alcohol or drug abusers.
In 70% of all incidents, the abuser was deemed to have a recognized problem with following rules . In all but one of the child psychiatry incidents, the perpetrator of abuse was recognized as having a problem with rule observation. This contrasted with abuse that occurred on inpatient units where a third of the abuse incidents were perpetrated by patients who had trouble with following hospital rules. Overall, 88% of verbal abuse was perpetrated by patients with a problem with rule enforcement, compared with 58% of physical abuse.
Three of the abuse incidents occurred from patients awaiting placement. The remainder occurred from patients actively being treated in the hospital. Individuals awaiting placement were all perpetrators of physical abuse . Sixty patients of the approximately 800 in the hospital on a given day are awaiting placement. In addition, 19% of the abuse incidents occurred with patients who had no family or relatives on record .
As noted earlier, 89.2% of the staff abuse incidents that took place in the 3 months under observation were committed by patients (91 incidents), while 11 (10.8%) were inflicted by visitors or others . One of the 69 abusers on psychiatry units was a visitor, while a third of the abuse incidents on nonpsychiatric units were inflicted by 488 visitors or others . Of the 11 nonpatient abusers , 5 were relatives (3 spouses , 1 child, 1 grandparent), and 6 were non-relatives (1 "significant other," 1 person in emergency room waiting room, 1 intoxicated visitor, 1 "lingerer," and 1 vagrant in a parking lot). All nonpatient abusers had been previously known to staff.
With respect to the gender of the abusive patients, there was a 2:1 ratio of males to females. The overall hospital ratio is 1:1 (male: female), as is the ratio found on psychiatry units. The ratio for general inpatient and children's units is approximately 55:45 (male:female). On child psychiatry units, 28 incidents were perpetrated by males and one by a female. The ratio of male to female patients on these units is approximately 1:2. In adult psychiatry units, the ratio of perpetrators was 1 male to 2 females while the overall adult psychiatry patient population was 1:1.
The Abused HeW. It was noteworthy that male health care workers were not involved in any incidents deemed verbal only abuse. All 17 episodes reported by a male HCW had some element of physical abuse. Fiftynine percent of the incidents of staff abuse occurred in registered nurses . All but one of the verbal abuse episodes were reported by registered nurses. Unit assistants and licensed practical nurses reported only physical abuse. Abused HCWs had been employed an average of 7.1 (SD=5.5 years).
Ten percent of the abuse events were perpetrated by males toward male HCWs, 8% by females toward male HCWs, 56% by males toward female HCWs, and 26% by females toward female HCWs. Of the 66 HCWs reporting abuse, 76% reported only one incident during the 3 month study period. Nine people filed 2 reports and 8 people filed 3 or more. One HCW reported 7 incidents during this 3 month study period.
In the vast majority of incidents (90%), more than one HCW was involved; On the psychiatry units, more than one HCW was involved in 65 of 69 (94.2%) incidents. For incidents including more than one HCW, 77% of the other HCWs involved were characterized as also being abused.
The highest risk time to be abused within a shift was during the first hour. 1\venty percent of all incidents occurred during this time while 35% of inpatient abuse episodes occurred during the first 2 hours of the shift. Seventy-one percent of adolescent psychiatry, 76% of child psychiatry and 65% of inpatient incidents occurred during the first 2 hours of a shift.
During the days that constituted a shift period, the highest risk time to be abused was during the first 2 days of the shift (67%), regardless of whether the HCW was working an 8 hour or 12 hour shift, or was employed full time or part time. In 54.5% of the abuse incidents reported, the HCW had never been previously abused by that patient. In 45% of the verbal abuse incidents, the HCW reported this was the first time abuse from that patient had occurred. In 61% of the physical abuse incidents, it was the first abuse from that patient.
As to how familiar the HCW was with the patient, 30% of the abuse episodes were reported by HCWs who had been caring for the patient for the first time. Over 19% of the abuse episodes occurred during the first week of care. The patient had been under care for> 1 week in 50% of the incidents. In 60% of the abuse incidents in psychiatry, the patient had been on the unit for> 1 week. In 40% of the abuse incidents on other units the patient had been on that unit for> 1 week.
It was striking that 16% of the incidents were reported by HCWs who stated they never had been previously physically abused. In 3% of incidents, HCWs stated that this was the first episode of verbal abuse. Thirty-five percent reported having been physically abused ;;:: 10 times and 91% reported having been verbally abused > 10 times.
The highest number of repeat abuse incidents occurred in psychiatry.
The researchers questioned whether most of the HCWs who had been abused had received any training as to how to deal with aggressive behavior, and of those who had, whether they believed it was useful. In this regard, it was noteworthy that 84% of the abused HCWs had received some training in dealing with aggressive behavior. Of these, 87% thought it was useful. Eighty-one percent of the 16 HCWs who did not have previous training thought that formal training would be useful. Of the trained individuals on units other than psychiatry, 16 of the 17 thought it was helpful. Ten of the HCWs trained on psychiatry believed it had not been helpful.
When the HCWs were asked about their perceptions of what more could be done to prevent abuse, 62% provided further suggestions. The largest number of suggestions all related to the need to set limits on patients related to acceptable behavior (33 of the 74 suggestions). More than half of the suggestions from staff members abused in child psychiatry related to setting limits while only 2 HCWs on adolescent psychiatry were concerned with limits. Instead, half of them believed staffing should be reexamined. Six HCWs on nonpsychiatry units believed staffing issues need reexamining. Only four suggestions for further education were presented.
DISCUSSION
The managers interviewed in this large acute and chronic care inner city hospital thought cognitive impairment and substance abuse were important characteristics OCTOBER 1998, VOL. 46, NO.1 0 of perpetrators of abuse, while rule enforcement was a high risk. The former prediction was not borne out by this study, but the latter was consistent with the findings.
Perhaps the most striking finding in this prospective 3 month study was the extreme prevalence of abuse, with 35% of HCWs interviewed reporting having been physically abused at least 10 times and 91% reporting having been verbally abused at least 10 times. However, a large subjective element to abuse exists. No universally accepted definition of staff abuse was found with some reports using the words "assault" and "abuse" interchangeably. Some studies defined assault to include subjective feelings of being threatened (Jones, 1985; Lanza, 1988) . Verbal abuse is included by investigators such as Morrison (1989) , while others include only assaults resulting in physical injuries (Carmel, 1989) . Lion (1981) compared the number of formal incident reports with the actual incidence on a day unit at a psychiatric hospital. He concluded that 5 times as many assaults occurred as were formally reported even on incident reports. The study confirmed that underreporting is extremely prevalent.
In the researchers' previous study at the Health Science Centre (Yassi, 1994) it was noted that underreporting was widespread, particularly with respect to verbal abuse incidents. During the time in which 242 abuse inflicted injuries were sustained, a further 646 instances of verbal and physically threatening behavior from patient, visitor, or coworkers also were reported. The results of the present study suggest that even those reports represented only the "tip of the iceberg" as most HCWs do not report all incidents in which they feel abused.
It was interesting that male HCWs in this study did not report a single incident of verbal abuse. All the abuse reported by males was physical in nature. This may be interpreted in a number of ways. As feeling abused is largely subjective, it may be concluded that males do not perceive themselves to have been abused when they are confronted with threats or insulting remarks, some of which may well have been interpreted as abusive if directed at their female counterparts. Alternatively, males are generally considered to be less willing to talk about feelings. They also may believe that society expects men to be stoical in the face of adversity and, therefore, think reporting verbal abuse might be construed as a weakness on their part. Perhaps this explains the failure to report verbal abuse.
In the United States, many studies have implicated staffing patterns as contributors to violence. For example, Fineberg (1988) and Jones (1985) found staff shortage and reduced numbers of trained staff increased the incidence of violence. Long waits for services and inability to obtain desired services also have been implicated (Cal-OSHA, 1993) . Other risk factors identified include the early release from hospital of the acute and chronically mentally ill without adequate outpatient treatment and services (Cal-OSHA, 1993 ). In addition, inadequate limit setting (Hansen, 1996) , and the social organization on units in psychiatric facilities (Katz, 1990 ) also have been considered as risk factors. Blair (1991) described the importance of provocative elements in the organizational structure and environment of the institution, as well as the allocation and characteristics of staff. As instances of provocation, he cited examples such as invasion of patients' personal space, understaffing, poor physical environment, inadequately educated staff members, job dissatisfaction, and staff perception of powerlessness which lead to inflexible, controlling behaviors. He argued that the institution is responsible for dealing with staff abuse because elements of provocation can be identified, assessed, and managed. Some previous attempts have been made to define the characteristics of the perpetrators of abuse. Bernstein (1981) found a history of attempted suicide and previous violence were characteristic of many of the clients who threatened or assaulted psychotherapists. Werner (1989) reported physical assaults were frequently preceded by verbal hostility and that assaultive behavior by one patient may act as a trigger for verbal abuse from other patients. Drummond (1989) found the majority of patients identified as being at high risk for violent behavior in a major teaching hospital had a primary or secondary diagnosis of substance abuse. Psychiatric diagnoses of personality disorder and schizophrenia were also common. In his review of the literature on abuse, Hansen (1996) found characteristics of violent patients included a previous history of assault, substance abuse, personality disorder, bipolar affective disorder, and organic brain syndrome.
The most striking finding in this study was that "patient refusal to follow rules" or "difficulties encountered by HCW in rule enforcement" accounted for a large proportion of all abuse incidents, i.e., 36 of 42 (85.7%) verbal abuse and 49 of 60 (81.7%) of all physical abuse involved some element of rule enforcement. This strongly suggests established rules need to be reviewed and greater training be given to HCWs as to how to enforce rules in a way that best protects them from verbal or physical assault in the course of rule enforcement. Other areas in which training can playa role relate to the finding that performing a personal service was a risk factor for physical abuse. This suggests that when touching patients, HCWs need to ensure that they are protected from a physically abusive response from patients unable or unwilling to cooperate with this service. Similarly, not responding to a requested service was a risk factor for verbal abuse. Again, in light of the downsizing trend which may delay providing requested services, it might help for HCWs to be trained to validate the patients' frustration with a situation and diffuse anger that may precipitate verbal abuse.
This study aimed to characterize the perpetrators of abuse as well as precipitating factors and high risk situations. It did not seem to elicit opinions or recommendations specifically about physical redesign issues and other engineering interventions that could minimize severity of physical injuries due to abuse. As noted by other authors including Liss (1994) , Burgess (1994) , Graydon (1994) , Hansen (1996) and others, appropriate physical environment with alarm systems (e.g., panic buttons), surveillance video cameras, metal detectors, and removal of items that could be used as weapons, also should be considered.
In summary, the findings indicate that most reported abuse of HCWs in a large Canadian general hospital was not perpetrated by cognitively impaired patients, drug abusers, and alcoholics, but rather by patients who were angry or frustrated by their diagnosis or situation. The nature of abuse varied considerably throughout the HSC, depending on the type of unit and the intervention offered. Therefore, it is recommended that specific policies and procedures addressing abuse should be developed on a unit basis. However, centerwide education and training in enforcing hospital and unit rules, self protection when performing personal services, and how to respond when requests cannot be met to the satisfaction of the patient, should be implemented.
CONCLUSION
Occupational health practitioners must ensure that HCWs are appropriately trained to recognize risky situations and to respond to them appropriately. This includes appropriate training on how best to enforce potentially contentious regulations (nonsmoking areas, bedtime, visitors, etc.). The finding that considerable verbal abuse of HCWs occurred when a service requested by a patient was not provided has implications for those who decide upon staffing patterns and use of resources. It also highlights the desirability of training HCWs about how to respond to this unfortunately increasingly prevalent scenario.
Physical abuse was often precipitated by physical touching in the course of providing a personal service. This is another finding that has training implications. Occupational health practitioners need to play an active role not only in advocating engineering controls to decrease the incidence and severity of staff abuse, but to ensure that decisions related to policies and staffing patterns take this potential outcome into consideration.
